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Anastomotic leakage following colorectal surgery remains a
dreadful postoperative complication that can lead to death.
Traditionally, an anastomosis involving the left colon or the
rectum is considered at increased risk of leakage. The need for
a diversion stoma following high-risk colorectal anastomosis
is controversial and there is also no consensus as to the better
form of faecal diversion. Improvements in surgical techniques
and advances in stapling devices have rendered most colo-
colonic and colorectal anastomoses safe without diversion.
Most studies show very low leakage rates for colorectal anas-
tomoses in elective situations and diversion is usually not
necessary. Even in emergency operations with colorectal
obstruction, single-stage resection and primary left colocolonic
or colorectal anastomosis is safe with or without on-table
irrigation.1,2
The increased prevalence of sphincter-saving surgery for
mid and distal rectal cancer with total mesorectal excision has
led to the construction of increased numbers of ultra-low
rectal or anal anastomoses. On the one hand, total mesorectal
excision reduces the need for sphincter ablation to improve
local disease control and to better preserve sexual and bladder
function. On the other hand, the incidence of anastomotic
leakage following total mesorectal excision is high, and  most
authors recommend the use of proximal diversion.3,4 This has
become one of the most common indications for proximal
diversion in colorectal anastomosis.
Controversy as to the better mode of faecal diversion still
exists. Despite the ongoing controversy and the practice of
proximal diversion in patients with total mesorectal dissection,
only five randomized trials, which included 334 patients, have
been performed to compare loop ileostomy with loop trans-
verse colostomy.5–9 Results appear to be contradictory.
Lertsithichai and Rattanapichart should be congratulated on
Temporary Ileostomy Versus Temporary Colostomy:
A Meta-analysis of Complications
their efforts to pool data from these trials and analyse stoma
complications by meta-analysis. Neither method of diversion
was superior in the meta-analysis. The only definitive conclu-
sion was that there was a higher incidence of stoma complica-
tions in patients with a loop colostomy after elective surgery
for cancer. This was made, however, by excluding Gooszen and
colleagues’ study, which was a multicentre trial including
patients with various colonic conditions as well as patients
who underwent emergency surgery.6 There was also a tendency
to more post-closure complications in patients with a loop
ileostomy.
The problems of meta-analysis are well demonstrated in
the article. The clinical heterogeneity resulting from different
inclusion criteria, different definitions of complications and
different management protocols render a definite conclusion
impossible. Moreover, these trials were performed over a pe-
riod of 20 years, during which time there were marked im-
provements in stoma management. Leak from the stoma
appliance and odour were important complications in Williams
et al’s study,9 which led to the conclusion that loop ileostomy
was superior. However, in the two recent studies,5,8 these
morbidities were minimal due to improved stoma appliances
and the endeavour of enterostomal therapists in current
practice.
Except Gooszen et al’s study, which showed significantly
more severe complications in patients with loop ileostomy,6
the differences between the two methods of diversion were
not great. Differences depended on the authors’ interpreta-
tion of the results to arrive at their conclusion on the better
mode of diversion. Each method of diversion is associated
with some peculiar complications. For example, loop colos-
tomy is more likely to cause prolapse as well as wound
problems. However, it is easier to close and the likelihood of
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obstruction is less when compared with loop ileostomy. Is a
randomized trial with a large number of patients likely to
solve the controversy? It is unlikely that a clear superiority of
one method of diversion can be demonstrated if only the
complications are considered as the outcome measure. Such
a trial will only be useful if the assessments of cost-effective-
ness and patients’ quality of life are included. These issues
have seldom been addressed. Among the five randomized
trials, only Gooszen and colleagues reported the quality of
life: no significant difference was found between loop ileos-
tomy and loop colostomy.10 O’Leary et al showed that total
mesorectal excision with loop ileostomy adversely affected
patients’ quality of life.11
The search for alternative ways to decrease the incidence
of anastomotic leakage or to reduce the septic consequences
is another approach to avoiding the complications of a diver-
sion stoma. Transanal drainage has been mentioned in occa-
sional reports but never gained popularity. Recently, Amin
and colleagues reported the use of transanal stents for low
anastomoses following total mesorectal excision.12 The leak-
age rate in the treatment group was similar to that in patients
with a diversion stoma. In the meantime, a diversion stoma
remains a reliable means to avoid septic complications with a
high-risk anastomosis. Either loop ileostomy or loop trans-
verse colostomy is effective for diversion and neither has
definite superiority over the other. The choice is left to the
surgeon’s preference according to experience. However, the
proper preparation and preoperative counselling of patients,
preferably with the help of an enterostomal therapist, should
not be neglected. Moreover, the construction and closure of
 a stoma should not be regarded as simple procedures and
they should be performed with great caution and proper
supervision.
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